to the HAD Scale. A score of 0-7 is considered negative for both anxiety and depression and does not warrant further exploration of mood disorders. According to our results, we did not find any participant to lie in the borderline (8-10) or abnormal (11-21) criteria according to the questionnaire scores. This demonstrated the absence of any psychological distress or disorder among mothers of affected children. The mean scores for both anxiety and depression were below the threshold required for a positive screen.
The results of our study are in contrast to those of Akay et al. [3] In their study, they demonstrated significantly higher depression scores in mothers whose children had strabismus compared to controls; however, their study was conducted on patients presenting in the years [2000] [2001] [2002] . The ease of access to medical knowledge on the Internet has improved significantly during this decade. Global access to the Internet and media has resulted in wide dissemination of medical information (diagnosis, management, and prognosis) and a higher rate of awareness about prognosis of ophthalmological disorders. [5] The literature demonstrates that parents try to attain all possible information about a pediatric disorder before actually selecting a care provider and visiting the doctor. [6] Concerned parents have the opportunity to learn more about pediatric ophthalmological disorders affecting children including strabismus prior to their visit with the doctor. Adequate awareness about pediatric ophthalmological manifestations may provide reassurance to mothers and help alleviate the associated anxiety.
Our study was limited due to the small sample size and a lack of control group; however, in an observational capacity, it demonstrated interesting results that need to be studied in further detail.
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Compulsive Sexual Behavior in Depressed Women
Sir, Compulsive sexual behaviour (CSB) disorder though at an increasing trend is still unexplored due to the lots of stigma attached to it. It is associated with numerous comorbidities-such as organic conditions (frontal lobe syndrome), medications (dopamine), substance use disorder, mania, psychosis, and personality disorders. [1] It disorder is characterized by persistent and repetitive sexual impulses or urges that are experienced as irresistible or uncontrollable, leading to repetitive sexual behaviors (International Classification of Diseases [ICD] 11 Draft). [2] These symptoms are covered under F 52.7, i.e., excessive sexual drive in the ICD-10 and in the Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition, it can be diagnosed through code 302.70, i.e., as unspecified sexual dysfunction. In of treatment, she is almost 80% improved and regularly following up in the outpatient department.
In the current case, the patient was primarily suffering from depressive symptoms with increased sexual urges.
CSB is associated with constant association with sexual activity despite the awareness of its negative consequences. This behavior acts as a defense to cope up with the life stressors. [3] The present case is an attempt to emphasize the increasing trend of CSB. In a study on 36 patients with CSB by Black et al., depression was the second most common comorbidity after anxiety. [4] In a study by Raymond et al., 100% of the cases of CSB had Axis I diagnosis, with the most common being major depression (58%) and sexual dysfunction (46%). [5] Regarding the treatment of such cases, no drug is Food and Drug Administration approved till now. Studies have seen improvement with SSRIs, naltrexone, mood stabilizers (lithium, valproic acid), anti-androgens, and psychotherapy.
The purpose of this case report is to sensitize clinicians of this condition as despite the increasing trend, CSB is still underreported and goes unrecognized. It will also aid in developing the operational definition for diagnosing CSB.
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Shaily Mina
Department of Psychiatry, Safdarjung Hospital, New Delhi, India. E-mail: shailymina@gmail.comthe present case, the author would like to highlight the presence of hypersexuality in females primarily suffering from depression.
A 42 year-old widow, resident of Delhi, presented to our department with chief complaints of sadness of mood, loneliness, crying spells, excessive guilt, disturbed sleep, and death wishes from the past 6 months. On probing why she was having this guilt, she disclosed to be very embarrassed for her deeds she can't control of, but never explained in details even after repeated psychiatric consultation. She finally decided to disclose this time due to extreme distress caused to her every day. She presented with a strong desire to involve in sexual act with any men with associated guilt with failed distraction techniques such as watching pornography, self-stimulation, consulting her close friend, and locking herself, but nothing helped. She also reported traveling in crowded places to touch men inappropriately and to experience what it felt like, leading to involvement with approximately ten strangers in the past 2-month period. She even tried contacting paid sex workers but backed out at the end, thinking that she might get AIDS. She also reported that, whenever any male would come near to her, she would have a strong impulse to touch him, and she would do it even if her daughter/friend is sitting near to her.
When she revealed all these behaviors to her friend, she advised to consult a psychiatrist, after which the patient came to our department.
There was no history suggestive of decreased self-care, any attempt to harm her, repetitive thought of checking/ cleaning/doubt, strong urge for fire setting/hair pulling/ gambling/stealing, and any unusual sexual preferences. There was no significant medical/surgical or family history.
Her general and systemic examination was normal and on mental status examination, she reported her mood as sad. There were ideas of hopelessness, helplessness, and worthlessness, but there were no suicidal ideations with delusions or hallucinations.
Her routine blood investigations, thyroid function tests, electroencephalogram, and magnetic resonance imaging brain were normal. Her HIV status and viral markers were seronegative.
On detailed assessment, she was diagnosed with major depressive disorder with excessive sexual drive according to the ICD-10. She was started on oral treatment with selective serotonergic reuptake inhibitor (SSRI) fluoxetine 20 mg and its dosage was increased to 60 mg in 2 months' period along with the behavior therapy. After about 8 months How to cite this article: Mina S. Compulsive sexual behavior in depressed women. Indian J Psychiatry 2019;61:541-3.
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Long-term intentional Datura use and its consequences
Sir, Datura stramonium is known for its psychoactive and anticholinergic properties. [1, 2] The World Drug Report 2013 states a high lifetime prevalence rate of its use (2.6%) among adolescents. [3] We report a case of a 36-year-old male, from northern rural India, who presented with a history of eating Datura seeds for the past 1 year. On consuming, he would experience euphoria, excitement, and increased energy that would last for 3-4 h. Once his intake had increased to 50-70 seeds, he would experience pleasant visual distortions. He reported craving and denied any withdrawal of symptoms. After his use had increased, he began to experience some cognitive deficits, viz., immediate and recent memory loss, and momentary disorientation in time and place while being fully conscious. He had no such complaints before onset of Datura use. He had insight into these complaints and was distressed about not being able to control use. Six months after initiation, he developed gradual onset of hypermetropia, diplopia, and blurred vision. He also had a history of harmful use of cannabis (bhang), opioids (pentazocine), and benzodiazepines (alprazolam). There is also a history of one episode of alcoholic hallucinosis, visual and functional auditory hallucinations and illusions upon the use of pentazocine, and one episode of generalized tonic-clonic seizure after pentazocine overdose.
Apart from consuming 50-70 Datura seeds, his current use included 12-16 standard drinks of alcohol and 40-50 g of bhang by ingestion. The initial presentation was suggestive of alcohol and Datura intoxication. He had drowsiness, slurred speech, hyperpyrexia, hypertension, tachycardia (regular heart rate), and marked pupillary dilatation. Mental status examination revealed reduced psychomotor activity. Higher cognitive functions such as attention and concentration were impaired. He was managed symptomatically by maintaining hydration, propranolol 40 mg twice a day, paracetamol 500 mg twice a day, and diazepam 5-10 mg/day. A week later, he had slurred speech, anisocoria, normal psychomotor activity, intact orientation, but impaired concentration and memory. He continued to have visual disturbances. Examination revealed bilateral posterior subcapsular cataract, but it was not directly attributed to Datura use. No pharmacological management was initiated to prevent relapse into Datura use. Network therapy was initiated to maintain abstinence and engage patient in further treatment.
This report describes intentional Datura use for its hallucinogenic and stimulating effects. Signs of acute poisoning were absent upon presentation, which could be due to pharmacological tolerance. Pattern of use suggests hallucinogen dependence syndrome. An interesting feature is the patient's experience of perceptual abnormalities upon the use of alcohol and pentazocine that might have made the patient more vulnerable to experiencing perceptual distortions. The index patient exhibited anisocoria, loss of eyesight, and cataract. Anisocoria, pupillary dilatation, and impaired vision are documented in Datura toxicity. [4] There is no published report which indicates that Datura could be cataractogenic.
This case describes the consequences of Datura use: dependence, transient psychotic symptoms, visual disturbances, and cognitive sequelae. No specific data exist on the prevalence of Datura use in the Indian subcontinent.
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